For certain predetermined results, the laboratory is required to have a policy for immediately notifying the patient's caregiver of this critical ("panic value") information. These results might reflect a potentially life-threatening condition that requires rapid treatment such as an extremely low potassium level or the presence of bacteria in the blood. Telephone calls about critical results from laboratory personnel to clinicians are the most common mechanism for such notification and represent one area in which opportunities for improvement exist. The airline industry dealt with the issue of accurate verbal communication by requiring pilots to repeat instructions received from the control tower. 1 The Institute of Medicine has mandated that the current medical system strive to reduce errors associated with medical care. 2 In response to this, the National Coordinating Council to Prevent Medication Errors recommends that recipients read back physician's verbal (telephoned) orders. 3 In 2004, the same requirement will be mandatory for critical calls concerning laboratory results. 4 Therefore, in a collaboration of laboratories, we monitored the accuracy of outgoing telephone results to determine whether this is a useful approach to improve communication of critical information.
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Materials and Methods

Participants
The microbiology laboratories at Memorial Medical Center (Springfield, IL), Northwestern Memorial Hospital (Chicago, IL), and Pinnacle Health System (Harrisburg, PA) participated in the study. In addition, the entire clinical diagnostic laboratory 
Notification of Critical Results
The College of American Pathology requires that each laboratory establish a list of critical values and results. When a test has a preestablished critical value or result, immediate notification of a caregiver (often a physician) must be made. In the present study, critical laboratory results were monitored. After receiving the message, the recipients of a telephoned message were asked to repeat the message. ❚Figure 1❚ shows the form used by the technologists placing the telephone call. The recipients were asked to repeat the name of the patient, the test, and the result; the technologists noted this on the form. In addition, they noted the time necessary for the entire phone call and the extra time necessary to ask for the message to be repeated and for it to be repeated. Data from 2 institutions (Memorial Medical Center and Pinnacle Health System) were used for calculating the time required for the telephone calls.
Raw data from each institution were submitted to one of us (J.B.) who tallied, averaged, and summarized the findings.
Results
Of a total 822 telephone contacts made for critical results, 29 errors were made (error rate, 3.5%) ❚Table 1❚. The major categories of errors were incorrect name of the patient, incorrect test result, incorrect specimen or test repeated, and refusal of the recipient to repeat the message ❚Table 2❚.
The time required to deliver the message initially averaged 57.6 seconds per call. The time required to ask for the information to be repeated and for the recipient to repeat the message was a mean of 12. 
Log for Reducing Errors in Telephone Calls
Ask the person receiving the call to repeat the data by saying this: "In order to ensure you have the right information, please repeat the name, test, and result I just gave you. " 
Repeated result (√
Discussion
Continuously reducing the rate of avoidable errors in the practice of medicine is a goal in the clinical laboratory. 2, 3, 5 This study documented that errors occur during telephone transactions at a low but consistent rate seen in 3 hospital systems and that they can be corrected easily by asking recipients to repeat the message. The rate of errors for all telephone calls made from these laboratories was 3.5%, and they were corrected by simply having the recipient repeat the result. For nursing unit clerks and secretaries, no specific errors were recorded, but many of the recipients included as "other" are most likely included in this group. Although physicians received the fewest calls, they had the highest rate of errors (5% [5/95] ). Ironically, in our experience, the technologists are most reluctant to ask physicians to repeat the message, but physicians have the greatest need for this safety net.
A call about a critical result from the microbiology laboratory inherently involves a more complex narrative than one would have in the chemistry laboratory (eg, a quantitation of a serum potassium level). In fact, at Memorial Medical Center where calls were made from all sections of the laboratory, the section with the highest rate of errors was microbiology. Furthermore, this study had calls made predominantly from the microbiology section, and the number of errors might have been more than if the entire laboratory had been represented evenly.
Although there is a modest increase in cost to repeat the message that is approximately $0.11 to $0.16 per call, there is no accurate way to estimate the cost savings because the impact of miscommunication is not well understood.
To comply with Joint Commission on Accreditation of Healthcare Organizations patient safety goals (effective January 2004), any laboratory test result that is defined as requiring a telephone report (eg, critical value reporting) will require a "read-back" from the recipient. 4 The person taking the result must read the result back to the caller as a check on correct communication and interpretation. Reduction of errors and better communication of important data can be achieved by asking all recipients (especially physicians) to read back the message. This is a simple yet cost-effective measure for laboratories to help achieve the national goal of improving patient safety.
